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The information in this brochure is intended to explain the process for enrolling in Wealth Advisor’s Benefits Program.  

The benefits described apply to members of the Wealth Advisor Institute.  As always, the terms and conditions of any 
benefit plan are determined by official plan documents.  In the event of any discrepancy between the information provided 

in this Enrollment Guide and the official plan documents, the official plan documents will govern.  None of this 
information should be interpreted as a guarantee of employment.  WAI reserves the right to amend, modify, or terminate 

any benefit plan at any time. 
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Enrollment For 2010 
 

Plan Year January 1, 2010 – December 31, 2010 

* IMPORTANT * 

 

 
During open enrollment, you have the opportunity to change, 

add, or cancel any of your benefits.  In addition, you may add 

or change the dependents you cover under your benefits.  For 

medical, dental, and life coverages, changes you make during 

open enrollment are effective January 1, 2010.  Open 

enrollment will begin October 5
th

 and end October 23
rd

 2009 

for current plan participants. 

 

 

 

All Election Forms will be sent to Wealth Advisor Benefits 

Program as follows: 

E-Mail: nikki.hale@ahrensnaefconsulting.com or  

 amy.ahrens@ahrensnaefconsulting.com 

Fax: (866) 817-3969  

Mail:  Wealth Advisor Benefits Plan 

 5934 Hickory Hollow Court 

 Harrisburg, NC 28075 

 

A confirmation statement invoice will be mailed to you. 

 

Open enrollment is your opportunity 

to review your current coverage or 

enroll in the following programs: 

 

Á Medical 

Á Dental 

Á Vision 

Á Voluntary Benefit Programs 

Á Member Life 

Á Spousal Life 

Á Optional Child Life 

Á Other Discount Programs 

 

Donôt wait until the end of open enrollment 

to make your decisions! 
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Important Information 
 

 

Below are some important notes regarding 

your benefits.   

1. In order to ensure enrollment in the 

Wealth Advisor Benefit Plan, all plan 

participants must complete the 

enrollment forms and submit either 

electronically, via fax, or mail. 

 

2. Once enrolled confirmations will be 

sent out with a monthly breakdown of 

your benefits elections and 

corresponding premiums. 

 

3. All participants are required to pay the 

annual enrollment fee(s).

Initial Enrollment Fee: 

$320.00 per participant 

Annual Enrollment Fees: 

$200 annually in November  

Monthly Fees  

$12 per month  
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Who Is Eligible? 
 

 

 

If you are a member of the Advisors Forum you are eligible for health and welfare benefits on the 

first day of your employment.  You must provide proof of employment in order to participate.  You 

may also cover eligible dependents, including: 

 

 

 

 Your legal spouse;   

 Your domestic partner; 

 Your unmarried children up to age 19 or 

up to age 26 while enrolled in school full-

time and dependent on you for support; 

 Your legally-adopted children, children 

placed with you for adoption, or any other 

children for whom you or your spouse is 

named legal parent according to a letter of 

court documents; and 

 Your biological or legally-adopted 

children for whom the plan is obligated 

under a Qualified Medical Child Support 

Order (QMCSO) to provide medical 

coverage. 
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Your Medical Coverage 
 

We recognize your health care needs are unique.  What you and your family need in a health plan 

may not be the same as the family next door; therefore, for 2010, we will offer a choice of two (2) 

medical options offered by Blue Cross Blue Shield: 

 

 

 

Plan A:  With this 80% Plan, you will see higher Member 

contributions and a higher level of benefits. This coverage will cost 

more up front; however, your share of the cost may be lower when 

you need medical care depending on the provider you choose. 

 

Plan B:  The 100% Plan offers lower Member contributions and 

has a lower level of benefits. You pay less out of each paycheck for 

this coverage, and your share of the cost is higher only when you 

receive care. 

Medical ID Cards 

If you elect medical coverage, 

you will be receiving a new 

medical identification card prior 

to January 1.  Keep the new 

card with you at all times so that 

you will have it available when 

you need medical services.  The 
card identifies your medical plan 

and gives instructions for 

providers on where to send claim 

information. 

 

 

Pre-Admission Certification (PAC) is required for all hospital admissions except emergency or 

maternity delivery admissions.  Please notify BCBS with forty-eight (48) hours of an emergency or 

maternity admission. 

 

PAC Certification determinations are available by phone through BCBS pre-certification staff 

twenty-four (24) hours a day, seven (7) days a week for urgent/non-elective care that must be 

performed within twenty-four (24) hours after the PAC request, without which a significant threat to 

the patient’s health or well-being will be posed. Your contract provides Covered Services when 

outpatient services are Medical Necessary.  Certain outpatient procedures require pre-certification 

from BCBSGA.  Such services include, but are not limited to, outpatient surgical procedures, 

diagnostic imaging procedures, laboratory services, and Durable Medical Equipment.  This 

outpatient pre-certification is a requirement for both In-Network and Out-of-Network benefits.  

Please contact BCBSGA for a detailed listing. 

 

 

Emergency services do not require pre-certification. 
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Your Medical Coverage (continued) 
 

The Medical Plan Comparison Chart explains the benefit levels available in each of the plans offered.  You are responsible 

for knowing the benefits available in your medical plan, including deductibles, co-pays, prior authorization requirements, and 

benefit exclusions.  Summary plan descriptions, which contain complete details of the plan provisions, are available on the 

Wealth Advisor Benefits Plan website, www.wealthadvisorbenefits.com.   Hard copies are available upon request. 

Medical Plan Comparison 
 

Plan A 

Plan B 

(HSA Qualified) 

 What you Pay: What you Pay: 

 In-Network Out-of-Network In-Network Out-of-Network 

Calendar Year Deductible      

  Individual $2,000  $4,000  $3,000 

  Family $6,000  $12,000  $6,000 

Out-of-Pocket Expense Max (not including Ded.)         

  Individual $2,000  $4,000  $5,000  $10,000  

  Family $6,000  $12,000  $10,000  20,000  

Lifetime Maximum $5,000,000  $5,000,000  

Coverage Levels        

  Preventive Care Office Visits $25 copay 40% after Ded. Plan pays 100% 30% after Ded. 

  Physician Office Visits $25 copay 40% after Ded. 
Plan pays 100% 

after Ded 
30% after Ded. 

  Specialist Office Visits $25 copay 40% after Ded. 
Plan pays 100% 

after Ded 
30% after Ded. 

  

Inpatient Hospital Care (Daily room, board and 

general nursing care at semi-private room rate; other 

medically necessary hospital charges ) 

 20% after Ded. 40% after Ded. 
Plan pays 100% 

after Ded 
30% after Ded. 

  
Inpatient Physician Care (surgeon, anesthesiologist, 

radiologist, pathologist, etc.) 
 20% after Ded. 40% after Ded. 

Plan pays 100% 

after Ded 
30% after Ded. 

  Outpatient Facility/hospital charges  20% after Ded. 40% after Ded. 
Plan pays 100% 

after Ded 
30% after Ded. 

  
Outpatient Physician Care (surgeon, anesthesiologist, 

radiologist, pathologist, etc.) 
 20% after Ded. 40% after Ded. 

Plan pays 100% 

after Ded 
30% after Ded. 

  
Maternity physician services (prenatal, delivery, 

postpartum) 

$150 copay (first 

visit only) 
40% after Ded. 

Plan pays 100% 

after Ded 
30% after Ded. 

  Emergency Care Facility $150 copay, (waived if admitted)  Plan pays100% after Ded 

  Mental Health and Substance Abuse          

  Inpatient   (30 days CYM)   20% after Ded. 40% after Ded. 
Plan pays 100% 

after Ded 
30% after Ded. 

  Outpatient    (20 visits CYM) $25 copay. 40% after Ded. 
Plan pays 100% 

after Ded 
30% after Ded. 

Pharmacy      

  Retail (31-day supply)       

  Preferred Generic $15  20 % after Ded 

  Preferred Brand $30  20% after Ded 

  Non-Preferred Brand $60  20% after Ded 

  Mail Order (Maintenance Only, 90-day supply) $60  Not Covered  

Cost       

  Member Only $655.75 $464.89 

  Member + Spouse $1,311.49 $929.76 

  Member + Child $1,245.92 $883.33 

  Member + Family $1,967.23 $1,394.64 

Coverage for certain benefits may vary from state to state based on state insurance regulations. 

http://www.wealthadvisorbenefits.com/
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Your Dental Coverage 
 

By providing coverage for routine preventive care, a 

comprehensive dental plan encourages Members to 

maintain a healthy lifestyle and good oral hygiene by 

seeking dental check-ups on a regular basis.  During 

routine exams, a dentist checks for early signs of 

tooth decay, often catching minor problems before 

they become larger and more costly to treat.  But the 

benefits of regular dental screenings extend beyond 

healthy teeth and gums.  

 

The chart below provides a brief summary of the benefits provided by Guardian. 

 

You may also access the www.guardianlife.com web page for more information, or you may call 

(800) 541-7846 between 6:00 A.M. and 6:00 P.M. Pacific time. 

 

Benefit Provisions 2010 Dental Plan 

Deductibles  

Single $50 

Family $150 

Percentage Covered by Plan   

Preventive 100% 

*Basic 80% after deductible 

*Major 50% after deductible 

Orthodontia 50% after deductible 

Annual Maximum 

$1,000 paid per participant(participant 

can receive up to $250 per calendar year 

if max is not used) 

Orthodontia Lifetime Maximum $1,000 

Orthodontia Limiting Age 19 

Premium / Month   

Member Only $41.52 

Member + Spouse $83.89 

Member + Child(ren) $109.23 

Family $151.67 

                                  * You are responsible for reading contents of contract details. 
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Your Vision Coverage 
 

 

 

 

VSP is the provider of your vision coverage. 

 

The chart below details the benefits available. 

 

You may also access the www.vsp.com web page for more 

information. 

 

 

 

Vision Service Plan Coverage 

Eye Exam $10 

Material Co-Pay $25 

Frames Covered once every (24) months 

Lenses Covered once every (12) months 

Contact Lenses (necessary) $135 allowance 

Premium / Month   

Member Only $ 7.48 

Member + 1  $10.84 

Family $19.44 
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Your Life Insurance Coverage 
 

 

 

You may also purchase Life Insurance for yourself 

and Dependent Life Insurance for your spouse, 

and/or children. 

 

Accidental Death and Dismemberment is also 

available.  

  

 

 

 

 

Evidence of Insurability (EOI) is required for new coverage in excess of 

$375,000.  Spouse coverage equal to $25,000 requires completion of an 

EOI questionnaire. 
 

 

You may also access the www.guardianlife.com web page for more 

information, or you may call (800) 525-4542 between 8:00 A.M. and 

4:30 P.M. Eastern time. 

 

 

 

Life Insurance You May Purchase 

Coverage Amount 

Premium / 

Month* Other Notes 

Member Life 
(1), (2), or (3) times 

base salary to a 

maximum of $750,000 

$0.23 / 

$1,000 

Guarantee Issue 

equals $375,000(EOI 

for all amounts above 

$375,000) 

Spousal Life $10,000 

or 

$25,000 

$1.54/ 

$10,000 or 

$25,000 

EOI question for 

$25,000 coverage 

Child(ren) Life 
$5,000 

$1.54/ 

$5,000 
 

Accidental Death 

And Dismemberment 

Equal to Optional 

Member Life 

$0.035 / 

$1,000 

Amount matches 

Member Life 

 

To help you determine 

your specific coverage 

needs, ask yourself 

questions such as: 

 

¶ Does my family 
depend on me as a 

sole source of 

income? 

¶ What other 

financial resources 

will my family 

have? 

¶ Will my insurance be 

enough to cover my 

familyôs expenses?  
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Your Disability Coverage 
 

 

 

 

Short-Term Disability (STD) 

Effective January 1, 2010, Wealth Advisor Benefits Plan offers 

Short-Term Disability Plan with Guardian.  Benefits begin on 

the 15th calendar day of disability and may then continue for 

up to eleven (11) weeks.   

 

Long-Term Disability (LTD) 

You are also eligible for Long-Term Disability Insurance. 

Benefits begin after ninety (90) consecutive calendar days 

of disability.  Guardian will also insure this benefit.   

 

You may also access the www.guardianlife.com web page 

for more information, or you may call (800) 538-4583 between 

8:00 A.M. and 4:30 P.M. Eastern time. 

 

Coverage 

When Benefit 

Begins 

% Base 

Salary Premium / Month 

Maximum 

Benefit 

STD After (15) Days 60% 
$0.28/$10 weekly 

covered benefit 

$2,000 / 

week 

LTD After (90) Days 60% 
$0.76/$100 monthly 

covered payroll 
$10,000 / 

month 

Note:  Evidence of Insurability required if increasing current coverage. 

 

All state mandated disability (short term disability) plans are coordinated 

in con junction with the appropriate state law and max benefit limits . 
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 Discount Programs 
 

The Wealth Advisor Benefit Plan offers many Member discounts. 

 
Á 15% off Brooks Brothers regularly-priced merchandise everyday 

Á Amusement park tickets 

Á Broadway theatre tickets  

Á Movie tickets  
Á Sporting events  

Á Car Rentals 

Á Hotels 
Á Zoos, Aquariums and Museums 

Á Merchant gift certificates 

Á Online shopping and service discounts with select partners 
Á New this year a discount on pet insurance thru VPI a trusted insurance provider.  Just go to 

www.petinsurance.com/nbg and sign up through the online enrollment.  Rates given will reflect 

discount. 
 

There are three ways to save.  See Enrollment Instructions Below 
  

 

 

 

 

 
 

 

 

 

 

 

 

 

 
 

 

 

 

Register for your free account today! 
 

1. Go to:  www.workingadvantage.com 
2. Click on Register in the orange box at the top of the page 
3. Click Employee Click Here 

4. Enter Member ID# 381749710 and create your account with your e-mail address and password of 
your choice. 

5. Take advantage of online offers immediately! 
 

To order by phone, call (800) 565-3712.  Enjoy the Savings! 

To access discounts and much more go to: 

www.employeediscountclub.com and enter your unique company username. 

 

               Username:  Anconsulting 

¶ You will receive a 15% when you enroll online at: membership.BrooksBrothers.com 
and follow the enrollment instructions. Enter the following information:    

Organization ID #: 13401 

Organization Enrollment PIN #: 49085 

¶ Print out a temporary shopping pass.  

¶ You will receive your personalized Corporate Membership Card in approximately 3-5 business days.  

O
N

E
 

T
W

O
 

T
H

R
E

E 

http://www.petinsurance.com/nbg
http://www.workingadvantage.com/
http://www.employeediscountclub.com/
http://membership.brooksbrothers.com/
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Your Instructions for the 2010 Open Enrollment 

After you have reviewed this guide and your benefit options you are ready to enroll.  

¶ Complete the applicable enrollment form in your enrollment packet.  

¶  Follow the instructions carefully. 

¶ You will need to provide 

¶ Copy of Current Healthcare Card; 

¶ Copy of Creditable Letter of 

Coverage/COBRA/HIPAA notice; 

¶ Copy of Student Transcripts/Grades (school-

aged 16+); 

¶  Social Security numbers and birthdates for 

your spouse and eligible dependent children 

if you plan to cover them. 

¶ You will need to designate a beneficiary for 

the life insurance coverage.  It is helpful, but 

not required, to provide Social Security 

numbers for beneficiaries.  By providing a Social Security number, you help to 

ensure that the person making a claim against your life insurance policy is indeed 

your intended beneficiary. 

¶ Complete the ACH form located in your enrollment package.  ACH is required for all plan 

participants.  Statement invoices will be sent annually calculating the month's premium for each 

office and by each benefit level.  NOTE:  All offices will be required to use this form for 

payment.  

¶ Checks will be accepted only during the new office setup phase and are due for the initial 

month’s premium by the 20
th
 of the prior month. Checks should be mailed to the address below. 

¶ Return your signed enrollment form to Wealth Advisor Benefits Plan as follows: 

§ E-Mail:  nikki.hale@ahrensnaefconsulting.com 

§ Fax:  (866) 817-3969 

§ Mail:  Wealth Advisors Benefits Plan 

  5934 Hickory Hollow Court 

  Harrisburg, NC 28075 

¶ A confirmation statement will then be mailed to you at the beginning of the next mos. after 

enrolled in the plan.  Please review this confirmation statement as soon as you receive it to 

ensure that your benefit elections were processed correctly. 

If you find any errors, contact Nikki Hale at nikki.hale@ahrensnaefconsulting.com . 

Remember . . . 

¶ Donôt wait until the last 
day to enroll. 

¶ If you have not enrolled 

and submitted your 

paperwork by January 1, 

you will not be able to 

make changes to your 

benefits until the 2011 

enrollment period 

(unless you have a 

qualified change of 

status). 
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Important Terms You Should Know 
 
Annual Salary 

Your annual salary includes base salary or 1099 income along with any bonus/incentive received in a calendar 
year. 

Co-insurance 

The percentage of the benefit paid by you and the medical and dental plans for covered expenses.  For example, 
Plan A pays 80% in-network for hospital charges and you pay 20%. 

Coordination of Benefits 

If you or a family member is covered by another medical or dental plan and one of our plans, the plans will 
coordinate benefits.  BCBSGA’s liability in coordinating will not be more than 100% UCR or the contracted 

amount. 

Co-payment (Co-pay) 

The small flat dollar amount you pay for certain services.  For example, under Plan A, there is a $25 co-payment 
for office visits.  This does not apply to your deductible or out-of-pocket. 

Creditable Coverage 

The letter that is sent to you by your prior healthcare carrier/employer after your termination from the old plan.  
The letter must be submitted to the new plan prior to waiving pre-existing conditions. 

Deductible 

This is a dollar amount that you must pay each calendar year before certain covered medical or dental expenses 
are paid by the plan.  Not all medical and dental expenses require that you first satisfy a deductible. 

Domestic Partner 

Domestic partners are defined as two (2) adults, of the same or opposite sex, engaged in a spouse-like 
relationship characterized by mutual caring and dependency.  To qualify for domestic partners coverage, both 

individuals must meet each of the following qualifications, as well as the specific criteria outlined on the 
Declaration of Domestic Partnership: 

§ Individuals are at least eighteen (18) years of age and mentally competent to consent to a contract. 

§ Individuals are each other's sole domestic partner and intend to remain so indefinitely. 

§ Individuals are not married to or legally separated from anyone else. 

§ Individuals are not related by blood to a degree of closeness that would prohibit legal marriage in the state 
in which they reside. 

§ Individuals are living together in the same residence and intend to do so indefinitely. 

§ Individuals are engaged in a committed relationship of mutual caring and support and are jointly 
responsible for each other's common welfare and living expenses.  

§ The employer's proof of interdependence must include at least three (3) of the following:  

¶ Common ownership of real property (joint deed or mortgage agreement) or a common 

leasehold interest in property. 

¶ Common ownership of a motor vehicle. 

¶ Driver's license listing a common address. 

¶ Proof of joint bank accounts or credit accounts. 

¶ Proof of designation as the primary beneficiary for life insurance or retirement benefits, or 

primary beneficiary designation under a partner's will. 

¶ Assignment of a durable property power of attorney or health care power of attorney. 
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Important Terms You Should Know (continued) 
 
Domestic Partner (continued) 

§ Partners must live together on a continuous basis for at least six (6) months immediately prior to the date 
of the Declaration (a Declaration is required by either the municipality or employer). 

§ Individuals are not in the relationship solely for the purpose of obtaining coverage. 

§ Dependent children coverage is available to dependent children of domestic partners provided they are 
unmarried, primarily dependent on the Member for support, living with the Member in a regular parent-

child relationship and meet the age/school requirements contained in the plan of benefits.  

Evidence of Insurability (EOI) 

A statement, or proof, of a person’s physical condition, occupation, and so forth affecting acceptance of the 
applicant for insurance.  Evidence of insurability may be required for those Members who are electing life 

benefits.  If evidence of insurability is required, coverage will take effect on the date that the carrier gives 

its consent.   

Eligible Dependent 

Your eligible dependents include: 

§ Your legal spouse; 

§ Your unmarried children up to age 19 or up through age 26 while enrolled in school full-time and 
dependent on you for support; 

§ Your natural children, legally-adopted children, step-children or foster children who depend on you for 
support and for whom you claim a federal tax deduction; or 

§ Mentally or physically handicapped children dependent on you for support regardless of age. 

Guarantee Issue 

The “guarantee issue amount” of your life insurance coverage is the amount of coverage that you are 
guaranteed without having to submit Evidence of Insurability. 

Out-of-Pocket Maximum 

This is the maximum amount you will pay for covered medical expenses during the year.  Any covered 
medical expenses above this amount will be covered at 100%.  This amount does not include your co-pays. 

Prescription Drugs 

A generic drug is one that meets the standards for brand name drugs for safety, purity, strength, and 

effectiveness.  Generic drugs contain identical active ingredients at the same doses as the brand name drug 
and are usually sold under the chemical name for the drug.  

 A brand name drug is a drug that is protected by a patent issued to the original innovator or marketer. The 

patent prohibits the marketing of the drug by another company as long as the patent remains in effect.  

§ A preferred brand name drug is a brand name drug that is listed on the Preferred Drug List (PDL).  These 
drugs meet the needs of most patients. 

§ A non-preferred brand name drug is a brand name drug that is not on the PDL.  These drugs usually have 
an alternative on the preferred list. 
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Important Terms You Should Know (continued) 
 

Pre-tax Contributions 

Your medical, dental, vision, and life contributions are taken out of your paycheck before Social Security, 
federal, and most state taxes are withheld. 

Qualified Change in Status 

The benefits you elect during the enrollment period will remain in effect through December 31, 2010.  
During the year, you can make changes only if you have a qualified change in status, which means a 

change in one (1) of the following: 

§ Legal Marital Status:  Events that change your legal marital status, including marriage, death of spouse, 
divorce, legal separation, or annulment. 

§ Number of Dependents:  Events that change your number of dependents, including birth, adoption, 
placement for adoptions, or death of a dependent. 

§ Employment Status:  A termination or commencement of employment by you, your spouse, or your 
dependent. 

§ Work Schedule:  A reduction or increase in hours of employment by you, your spouse, or your dependent, 
including a switch between part-time and full-time, a strike or lockout, or commencement or return from 

an unpaid leave of absence. 

§ Eligibility of a Dependent:  An event that causes your dependent to satisfy, or cease to satisfy, the 
requirements for coverage due to an attainment of age, student status, or any similar circumstance as 

provided in the accident or health plan under which the Member receives coverage. 

§ Residence or Worksite:  A change in the place of residence or work of you, your spouse, or your 
dependent. 

§ Any other event determined to be a qualified change in status by the Plan Administrator. 

If you have a qualified change in status, contact Human Resources.  Any benefit changes must be made 
within thirty-one (31) days of the event and must be consistent with the change in status. 

Reasonable and Customary Charge  

Reasonable and customary represents the range of usual fees for comparable services charged by the 
medical or dental professionals in a geographic area.  If your provider charges more than the reasonable 
and customary fee, you will be responsible for paying the difference.  Any charges in excess of reasonable 

and customary will not apply toward your annual out-of-pocket limit. 
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Womenôs Health and Cancer Rights Act 

Notice of Rights 
 
The Women’s Health and Cancer Rights Act of 1998 was enacted on October 21, 1998.  It provides certain 

protections for breast cancer patients who elect breast reconstruction in connection with a mastectomy. 

 

Specifically, the Act requires that health plans cover post-mastectomy reconstructive breast surgery if they 
provide medical and surgical coverage for mastectomies.  Coverage must be provided for: 

1. Reconstruction of the breast on which the mastectomy has been performed; 

2. Surgery and reconstruction of the other breast to produce a symmetrical appearance; and 

3. Prostheses and physical complications of all stages of mastectomy, including lymphedemas. 

 

The benefits required under the Women’s Health and Cancer Rights Act must be provided in a manner 
determined in consultation with the attending physician and the patient. 

 

These benefits are subject to the health plan’s regular co-payments and deductibles. 
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Medicare Part D 
 

Important Notice from the Wealth Advisor Benefits Plan About Your 

Prescription Drug Coverage and Medicare 

Please read this notice carefully and keep it where you can find it. This notice has information about your current 

prescription drug coverage with The Wealth Advisor Benefit Plan and about your options under Medicare’s 

prescription drug coverage. This information can help you decide whether or not you want to join a Medicare drug 
plan. If you are considering joining, you should compare your current coverage, including which drugs are covered 

at what cost, with the coverage and costs of the plans offering Medicare prescription drug coverage in your area. 

Information about where you can get help to make decisions about your prescription drug coverage is at the end of 

this notice. 

There are two important things you need to know about your current coverage and Medicare’s prescription drug 

coverage: 

Medicare prescription drug coverage became available in 2006 to everyone with Medicare. You can get this coverage 
if you join a Medicare Prescription Drug Plan or join a Medicare Advantage Plan (like an HMO or PPO) that 

offers prescription drug coverage. All Medicare drug plans provide at least a standard level of coverage set by 

Medicare. Some plans may also offer more coverage for a higher monthly premium. 

The Wealth Advisor Benefit Plan has determined that the prescription drug coverage offered by the Basic PPO and 

Security PPO is, on average for all plan participants, expected to pay out as much as standard Medicare prescription 
drug coverage pays and is therefore considered Creditable Coverage. Because your existing coverage is Creditable 

Coverage, you can keep this coverage and not pay a higher premium (a penalty) if you later decide to join a 

Medicare drug plan. 

When Can You Join A Medicare Drug Plan? 

You can join a Medicare drug plan when you first become eligible for Medicare and each year from November 

15th through December 31st. 

However, if you lose your current creditable prescription drug coverage, through no fault of your own, you will also be 
eligible for a two (2) month Special Enrollment Period (SEP) to join a Medicare drug plan. 

What Happens To Your Current Coverage If You Decide to Join A Medicare Drug Plan? 

If you decide to join a Medicare drug plan, your current Wealth Advisor Benefit Plan coverage will be 

affected.   You can retain your existing coverage and choose not to enroll in a Part D plan; or you can 

enroll in a Part D plan as primary.  IF you continue your coverage under Stratos, Medicare will be 

primary.  

If you do decide to join a Medicare drug plan and drop your current Wealth Advisor Benefit Plan coverage, be 
aware that you and your dependents will not be able to get this coverage back until open enrollment or due to a 

change in family status. 

When Will You Pay A Higher Premium (Penalty) To Join A Medicare Drug Plan? 

You should also know that if you drop or lose your current coverage with The Wealth Advisor Benefit Plan and don’t 
join a Medicare drug plan within 63 continuous days after your current coverage ends, you may pay a higher premium 

(a penalty) to join a Medicare drug plan later. 



 

Page 19  

Medicare Part D Notice (continued) 

If you go 63 continuous days or longer without creditable prescription drug coverage, your monthly premium may go up 

by at least 1% of the Medicare base beneficiary premium per month for every month that you did not have that 

coverage. For example, if you go nineteen months without creditable coverage, your premium may consistently be at 

least 19% higher than the Medicare base beneficiary premium. You may have to pay this higher premium (a penalty) as 
long as you have Medicare prescription drug coverage. In addition, you may have to wait until the following November 

to join. 

For More Information About This Notice Or Your Current Prescription Drug Coverage… 

Contact the person listed below for further information:  

NOTE: You’ll get this notice each year. You will also get it before the next period you can join a Medicare drug plan, 
and if this coverage through The Wealth Advisor Benefit Plan changes. You also may request a copy of this notice at 

any time 

For More Information About Your Options Under Medicare Prescription Drug Coverage… 

More detailed information about Medicare plans that offer prescription drug coverage is in the “Medicare & You” 
handbook. You’ll get a copy of the handbook in the mail every year from Medicare. You may also be contacted 

directly by Medicare drug plans. 

For more information about Medicare prescription drug coverage: 

Visit www.medicare.gov 
Call your State Health Insurance Assistance Program (see the inside back cover of your copy of the “Medicare 

& You” handbook for their telephone number) for personalized help 

Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048. 

If you have limited income and resources, extra help paying for Medicare prescription drug coverage is available. For 

information about this extra help, visit Social Security on the web at www.socialsecurity.gov, or call them at 1-800-772-

1213 (TTY 1-800-325-0778). 

Remember:  Keep this notice.  If you enroll in one of the new plans approved by Medicare which offer 

prescription drug coverage, you may be required to provide a copy of this notice when you join to show that you 

are not required to pay a higher premium amount.   

  

 Date: October 1, 2008 

 Name of Entity/Sender: The Wealth Advisor Benefits Plan  

 Contact--Position/Office: Amy Ahrens /Nikki Hale 

 Address: 5934 Hickory Hollow Court 
  Harrisburg, NC 28075 

 Phone Number: 704-454-5013 

 

 

http://www.medicare.gov/
http://www.socialsecurity.gov/
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2010 Benefit Election Form 
1.  PERSONAL INFORMATION 

Last Name:  First Name:       MI:      

Address:       City:      State:       Zip:      

Date of Birth:      Social Security Number:      Phone:      Effective Date:      

Position:        Full-Time 
 Part-time    Hours/Wk      

Salary:$      

Gender:  

 Male   
 Female Email Address:      

Marital Status:   
 Single 

 Married 

 
 Divorced 

 Widow(er) 

Does your spouse 
work?  

 Yes  No 

Are your children older than 
age 16?  Yes  No  

If so, you must provide proof 
of full time student status 

Do you have coverage elsewhere 
(such as your spouseôs employer)?    

  Yes (complete box 6)   No   

2.  MEDICAL COVERAGE  
IMPORTANT:  All new participants must complete and include a copy of your insurance card from your previous 

provider.  Prior coverage Information: Begin Date:                     End Date:       
Prior Provider Name:       

  

Coverage Option Plan A - Lower 
Deductible 

Plan B ï Higher 
Deductible 

     $ 655.75     $ 464.89 

Member + Spouse  $ 1,311.49     $ 929.76 

Member + Child(ren)  $ 1,245.92     $ 883.33 

  $ 1,967.23    $1,394.64 

 I decline to participate in the Medical Plan   

3.  DENTAL COVERAGE  
Coverage Option Dental Plan  

   $41.52 

Member + Spouse   $83.89 

Member + Child(ren)  $109.23 

  $151.67 

 I decline to participate in the Dental Plan  

4.  VISION COVERAGE  
Coverage Option Vision  

    $ 7.48 

Member + One   $10.84 

   $19.44 

 I decline to participate in the Vision Plan  

5.  MEDICAL/DENTAL COVERAGE DEPENDENTS 
If you are electing dependent medical or dental coverage, please complete the following information. Only the dependents you list will be covered. Please 
refer to your enrollment guide for an explanation of who qualifies as an eligible dependent. You also may be asked to provide proof of dependent el igibility. 
Verification from the college or university showing full time status will be required. 

Dependentôs Full Name  SSN Relationship Gender Date of Birth Coverage For: 
Full Time 
Student? 

Other 
Medical? 

Other 
Dental? 

                               

Dental 

Yes 

No 

Yes 

No 

Yes 

No 

                               

Dental 

Yes 

No 

Yes 

No 

Yes 

No 

                               

Dental 

Yes 

No 

Yes 

No 

Yes 

No 

                              
 

Dental 

Yes 

No 

Yes 

No 

Yes 

No 

6.  COORDINATION OF BENEFITS (Complete if other health coverage exists) 
Coordination of Benefits (COB) is how insurance carriers pay benefits when you are covered by more than one plan. Your plan requires that any benefit 

payments made must be coordinated with benefit payments made by any other group health plan that covers you.  

Name of other carrier/Medicare:      Medical coverage Dental coverage 

Address:      City, State, Zip:      

Name of employer:      Plan/group #:      

Reason for Medicare:     Disabled       Over 65      Over 65 (working)        ESRD 
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7.  SHORT TERM DISABILITY    (EOI required if increasing current coverage) 

 STD: (60% up to a $2,000 maximum weekly benefit) 
 (Enter Salary Amount) 

$      
$0.28 (salary/52X60%). 

 Waive STD   

 LTD: (60% up to a $10,000 maximum monthly benefit) 
  (Enter Salary Amount) 
$      

$0.76 (salary/12/$100) 

 Waive LTD   

8a.  GROUP TERM LIFE INSURANCE PROGRAM  
Select your and your dependents supplemental life coverage levels. The deductions for this coverage are made on an after-tax basis. 

Member Life AD&D 
Spouse Life  $1.54 

Child Life  
$1.54 Amount : $.23/$1,000 Amt: $.035/$1,000 

1(x) salary 2(x) salary 3(x) salary  Yes     No  $10,000  $25,000    $5,000 

Salary Amount: $      

(if life amount greater than $375,000 or increasing existing coverage ï Evidence 
of Insurability form is required) 

amount equal to 

Member life 

 If electing 
this, please 
complete 

question on 
section 8b 
below. 

# of children 
      
List names on 

the front of the 
form. 

 

 Full Name Relationship % 

Beneficiary:                   

Beneficiary: 

 

                  

8b.  EVIDENCE OF INSURABILITY  

In the last 6 months have you or any of your dependents received medical treatment, consultation, care or services, including diagnostic 

measures or took prescribed drugs for cardiovascular disease, cancer, any condition related to Acquired Immune Deficiency Syndrome (AIDS) 
or AIDS Related Complex, or any other life threatening condition.  Spouse  Yes   No.   
 

An Evidence of Insurability form must be completed for any employee or dependent with a ñYesò answer to the above question or if electing 

over $375,000.  It is also required if previously eligible and electing for the first time, or increasing coverage. 

9.  MID YEAR CHANGE INFORMATION 

To add or delete dependents or make a plan change mid year, (1) check the qualifying event allowing the change and (2) indicate the date of the event 
below: Event allowing dependent addition and some plan changes (event must have been within the last 31 days): The change in election must be consistent with 
the event. 

Marriage  Birth of child  Court-ordered custody/support/legal guardianship  Adoption/Pre-adoptive placement. 

(If dependent has or had other coverage within last 63 days, provide Certificate of Creditable Coverage.)  

Dependent lost eligibility for other coverage due to, specify: 

The Date of Event is the last date of the other coverage:          

Event allowing/requiring dependent deletion and some plan changes: The change in election must be consistent with the event. 

(Notify Amy Ahrens when a covered dependent loses eligibility (within no more than 30 days). Notice for COBRA continuation within 60 days. 

Death of Dependent   Divorce/legal separation   Change in support order   Other loss of dependent status due to, specify:  

The Date of Event is the last date of the other coverage:          

10.   INFORMATION 
I have been given the opportunity to enroll in the Wealth Advisor Benefits Plan.  I authorize Wealth Advisor Benefits Plan to make necessary 
deductions from my pay for elected coverages.  Medical, and dental and other health and disability deductions will be deducted pre-tax from my 

pay unless I contact Human Resources to indicate a different election.  I understand that I cannot change my benefit enrollment elections until 
the next open enrollment period unless I have a qualified change in status (which must be reported to Human Resources with 31 days of the 
event).  I authorize payment of medical benefits to preferred providers where applicable, for those changes covered by my group insurance 

benefits  I authorize release, for the term of my coverage, to or by my physician or health care provider of any medical information including 
copies of medical records, or insurance carrier with information necessary to establish student eligibility  This authorization will remain valid 
during my term of coverage under my group insurance plan or 12 months, whichever is less.  I or my authorized representative may request a 

copy of this authorization and a photocopy of this authorization will be considered valid. 

 
      

  
      

Member Signature  Date 

 

 
 
 

Please remember in addition to your monthly premium there is an initial enrollment fee of $320/participant as well as a $12/mo/participant 

administration fee. Thereafter, there will be an annual fee of $200 in addition to the monthly fee. 

 
 

Forms may be submitted via e-mail to nikki.hale@ahrensnaefconsulting.com, fax to (866) 817-3969, 

or mail to Wealth Advisor Benefit Plan  - 5934 Hickory Hollow Court - Harrisburg, NC 28075 

mailto:nikki.hale@mindspring.com
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Benefits Plans 

Authorization Agreement for Direct Withdrawals 

(ACH Debits) 

 

I (we) hereby authorize The Wealth Advisor Benefits Program, hereinafter called "the Company", to initiate debit entries 

and to initiate, if necessary, credit entries and adjustments for any credit entries in error to my (our)  checking or  
savings account (select one) at the depository financial institution, hereinafter called "the Depository", and to credit the 

same to such account. 

 

Depository Name:       

Amount:       

City/State:       

Routing No:       

Account No:       

 

Please remember in addition to your monthly premium there is an initial enrollment fee of 

$320/participant as well as a $12/mo/participant administration fee. Thereafter, an annual fee of $200 will 

be charged in addition to the monthly fee. 

* Any NSF will result in a n additional $40  fee. *  
 

*** Attach a voided check for verification *** 
 

This authorization is to remain in full force and effect until the Plan has received written notification from me (or 

either of us) of its termination in such time and in such manner as to afford the Plan and the Depository a 

reasonable opportunity to act on it. 
 

      
 

      

Printed Name   Office Location and Name 

      
 

      

Signature (typed name serves as signature)  Date 

        

Effective Plan Date:   
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Wealth Advisor Benefit Plan 
                                        Credit Card Processing 

 
   

 I (we) hereby authorize Wealth Advisor Institute, hereinafter called COMPANY, to initiate debit entries and to 

initiate, if necessary, credit entries and adjustments for any credit entries in error to my (our) – credit card.  All 

credit card payments will be charged a 2.75% convenience fee per transaction, for the processing of the 

premium(s).  
 

 

Name – as 

printed on the 

card 

  Stated Amount to be 

charged, without 

Convenience Fee  

 

 

Type of Card 

Visa              _____________ 

MasterCard   _____________ 

  

Expiration of Card 

 

 

Credit Card 

Number 

   

CV(3 or 4 digit code) 
Located on back of card 

 

 

 
This authorization is to remain in full force and effect until COMPANY has received written notification from me (or either 

of us) of its termination in such time and in such manner as to afford COMPANY and DEPOSITORY a reasonable 

opportunity to act on it. 
 

 

 
PRINTED NAME (S)____________________________________________________________________________ 

 

 

SIGNED NAME ________________________________________________________________________________ 

 

 

DATE _________________________________________________________________________________________ 

 

 

 

 

 
 


